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Ch pter I 
INTRODUCTION 
There has been a growing conviction in recent years that 
recovery of a person with ental illness depends upon more than 
specific therapy . It d pends also upon the socio-psychological 
characteristics of the hospital in which the patient resided, 
and of the community to which he returns. One of the results 
of the incre sing concern with these aspects of mental illness 
has been the comprehensive report completed by the J oint Com-
mission on Mental Illness and Bealtb.1 Concerned with the lag 
that has existed in th care of the mentally ill, the Joint 
Commission devoted one entire section of the report to problems 
encountered by the patient in the community. 
Scbwartz2 bas suggested that the objectives of after-care 
re: (1) to prevent r lapse and rehospitalization, (2) to main-
tain the level of recovery achieved at the time of discharge, 
and (3) generally to h lp foster the patient's future improve-
ment to community living. He has also pointed out3 that after-
car services for the mentally ill are in a primitive stage 
1rinal Report of the Joint Commission on Mental Illness 
and Health 1961, Action for Mental Health (N w York: Basic 
Books, Inc., 1961), p. 338 
2tbeodore Bravos, Alfred Paul Bay, and Walter Fox, "The 
Patient in the Community", Mental Hospitals 13:104, February 1962 
3Joint Commission, loc . cit., p. 271 
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of development practically everywh re. 
Since the objective of cont porary treatment is to 
enable the patient to maintain htmself in the community, his 
intermediate care must be considered in addition to the after-
care. "It is necessary (1) to sa\:e tha patient from the 
4~bilitating ffects of institutionalization as much as po sible, 
(2) if the patient requires hospitalization, to return him to 
home and community life as soon a' possible, and (3) therafter 
4 to maintain him in the community as long as possible." Any 
plan to i plement such a program requires goals which are 
sufficiently flexible that they can be tailored to meet the 
needs of the individual pati nt. 
The program in general use at present is that of dis-
charging the pati nt directly into a non-protected environment 
outside the hospital. Perhaps with some preparation of the -
ployer for the patient's individual peculiarities, he is em-
ployed directly into commercial industry.5 It must be remem-
bered, however, that the patient also returns to a family and 
its probl s. ·~ecent studies indicate that the p tient's 
breakdown is often part of a major struggle going on in the 
family, the patient being the victim of character disturbances 
4Ibid., p. 270 
-
I 
! 
i 
I 
5Milton Greenblatt and Benjamin Simon, Rehabilitation of 
the Mentally Ill (Washington, D.C.: American Association for 
F====tf=-=:tliiaClvancement of i-.m:e ,9'")-., r e.- ===-----== ......... ----===91======1 
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of other family members, long-standing feuds, or basic incom-
patibilit1ea."6 What is most lacking is a strong bridge be-
tween family and hospital. The therapeutic effects of the 
hospitalization may be destroyed by the family unless they 
also receive support and are brought into the therapeutic 
milieu for the purpose of realizing the reb bilitative po-
tential of the patient. Al o, major changes may have occured 
within the family. As a result of "closed ranks" the patie1,1t 
may find that hi role has been assumed by another family 
member. If this is the case, the patient will be forced to 
assume a new role when he returns to his family. The import-
ant question then arises as to whether his marital partner 
will agree to this newly assigned role. 
The Joint Commission has made two suggestions for solu-
tion of these problems in the field of Nursing. One was that 
more nurses be recruited to work in the psychiatric wards. 
The other was that a reappraisal be made of the role of the 
public health nurse in the field of mental health, to provide 
for followup of discharged patients and supportive services to 
their £amilies. 7 
Such recognition of the nurse's potential for servic 
6tbid • , p. 15 
7Joint Co ssion, 22.• .£!!., p. 182 
I 
I 
r 
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as is described above it relatively new; so new, in fact, 
that there is as yet a great scarcity of research in the liter-
ature from which the nurse may draw for assistance in her work. 
It is with such a need in mind that the present study is con- I 
ceived. 
A. Statement of the Problem 
To what extent d.o a selected group of mental patients 
and their marital par ners agr e concerning the role of the 
patient in the family; and how do th readmitted patients in 
this group compare in this regard with those who have remained 
at home after discharge? 
B. Justification 
'~urting is in a unique poeition to identify and study 
the scope, range, and varying intensities of recurring human 
problems which must be faced in everyday living." The nurse's 
contact with the patient is not limited to formal visits and 
consultations, but runs the gamut of the patient's everyday 
activities. It is necessary for her to give care, to set 
limits, and to help th patient to gain control over the myriad 
upsetting situations of ''everyday lifeu. 
The recent nursing literature has advised supportive 
services for the families of mental patients. An intelligent 
·-
I""" 
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approach to such services~ however, requi:ces study and identi-
fication of some of the problematic situations which affect 
the everyday life of the patient and his family. This is not 
to disregard the intrapsychic conflicts of the patient, but 
rather to point out that activities involving interpersonal 
relations have their conflicts as well. For example, the 
simple act of sitting down to the table for a meal may set the 
scene for a major family battle. tt would seem to follow that, 
as there is less agreement regarding everyday activities, there 
is also less tolerance of deviant behavior on the part of the 
partner. 
A study such as is ou~lined above can contribute to the 
general body of nursing knowledge in the area of work with the 
family. tt will help point out the areas in daily activities 
which might be more likely to cause conflict between marital 
partners - an essential service since, as has been demonstrated 
above, this conflict may in turn cause a breakdown in the emo-
tional balance of the whole family relationship. The value 
of the nurse in the home has been substantiated by Parad and 
Caplan8 in their suggestion that intervention by a helping 
hand can have the greatest effect for the least effort when 
8aoward J. farad and Gerald C&plan, "A Framework for 
Studying Families in Crisis", Social Work~ Vol. V, No. 3,(1960). 
I"'" 
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it takes place during the height of the family crisis. 
The demonstration of a difference in the amount of agree-
ment between readmitted patients and their marital partners, and 
between discharged patients and their marital partners, concern-
ing everyday activities will be of particular importance to the 
nurse in her work with these families; for it may reason.ably be 
expected that in any given area of fami ly activity the first 
sign of disruption of harmonious cooperation would be disagree-
ment as to the variotts members • role.s. By demonstration of such 
a difference in degree of agreement, then, one would eventu lly 
hope to be able to pinpoint problem areas in advance of actual 
outbursts of discord. 
C. Limitations of the Study 
The following are seen as limitations of the study as 
it was performed: 
(1) The patients used in the study were selected from 
a hospital which serves only part of the general population. 
(2) the state mental hospital records relied upon to 
select discharged patients and to obtain information about 
both groups of patients are inevitably incomplete in some 
instances. 
(3) There was no sure way of verifying in a one-time 
•J 
·-
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interview whether the patient vr his narital partner were answer-
ing to any one question what they felt actually!!! the case 
or what they felt should be the case. The possibility of this 
error was compounded by the fact that the questions were com-
pared in pairs. 
D. Definition of Terms 
C rtain key words in the following report are employ d 
in senses peculi r to this particular field of concentration. 
For this reason, a note of d finition is in order. 
!e!!: "A role (is) • • . an internally consistent s ries 
of conditioned r sponses by one member of a social situation 
which repr sents the timulus pattern for a similarly internally 
consistent series of conditioned responses of the others in 
that situation . Dealing with human behavior in term of roles, 
therefore, requires that any item of behavior be pl ced in 
some self-other context . ••9 
!£!! Expectation: Roles re learned through two broadly 
defined processes - intentional instruction and incidental 
learning. Role exp ctation can be divided into rights and ob-
ligations, and may be analyzed in terms of actions and qualities . 
Example: mother; (1) action - provide food; (2) quali t ies -
9 Gardn r Lindzey (ed.), Handbook of Social Psychology, . 
Vol. I (Harvard: Addison- Wesley Publishing Co., Inc., 1942), 
pp • 617 - 619 • 
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warmth, gentlen as. 
!21! Perception: This may be thought of as a sequence of 
behaviors in which the perceptual response is the first part of 
a social act. The second part of the social act is the motoric 
response, the role enactment. in which the actor performs 
actions appropriate to his location of the positions of self 
and other. 
!£!! Enactment: The echanics of th role-taking pro-
cess - the number of roles, intensity of involvement, and re-
portability (consciousness of role enactment). 
Readmission: A patient readmitt d to any mental hospital, 
not just to the given institution. 
Trial Visit: A provisional release from the hospital for 
a period of one year. If not readmitted at the end of that 
time, the patient is automatically di charged. 
Extended Visit: A provisional relea e ~or a thirty day 
period, which may be extended for further th~rty day periods as 
progress dictates. 
~(Absent Without Authorization): To have left the 
hospital without formal arrangement and against medical advice. 
E. Preview of Methodology 
Data were g ther d from two selected groups of patients 
at a state hospital in metropolitan Boston. One group wa 
i 
--
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selected from this hospit l's records of patients discharged 
or patients on an extended visit between y 1, 1961 and Sep-
tember 1, 19 1~ The other group was selected from patients r -
cently readmitted to the same hospital. The marital partners of 
both groups of pati nts were interviewed in their homes. Th 
patients were also interviewed, one group in the home and the 
other in the hospital . 
F. Sequence of Presentation 
Chapter II: Review of the literature, b sea of the hypo• 
thesis, and statement of the hypothesis. 
Chapter III: Selection and description of the sample, 
tools used to coll ct data, and procurement of data. 
Chapter IV : Presentation of findings and discussion. 
Chapt er V: Summary, conclusions, and recommendations. 
Bibliography 
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Chapter II 
REVIEW OJ' LITERATURE 
The approach to mental illness through study of the 
family owes its origin to the work of the contemporary thinker 
Nathan Ackerman, whose cone rn was with the psychodynam· cs of 
family life. One of his ost important contributions is the 
observation that ment 1 illness is seldom limited to one member 
of the family. Mental illness, according to Ack rman, may be 
examined "at three levels: (1) what goes on psychically within 
one person, (2) what happens between this person and his human 
environment, and (3) what is distorted in the social processes 
of the environment itsel£".1 The consequences of this insight 
for the investigation of a case of mental illness are far-
reaching; the "family history., and "environmental history" are 
no longer mere adjuncts, but instead integral parts of the inves-
tigation. It is no less reasonable further to include that the 
student of mental illness in the population as a whole will have 
as much to learn from patients in their families as from 
patients themselves. 
The attention of contemporary psychiatry to the role of 
the family in mental illness has in turn b n made possible 
1Nathan W. Ackerman, The Psychodynamics of FamilX Life 
(New York: Basic Books Inc., 1958), p. 6. 
-10-
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by the psychiatric theory of Harry Stack Sullivan. The essence 
of his "interpersonal theory11 is that "any two-person rel tionship 
is involved as a portion of an interpersonal field, rather than 
as a separate ntity, in processes which affect and are af-
fected by the field". 2 Interpersonal situations are not static, 
of course. In an interpersonal process something is expressed, 
resolved, or frustrated, something is achieved, or a need is 
aggravated and the interlude is ended. The experience is re-
membered and may provide insight for so e future interpersonal 
interaction. However, a frustrated need may provid expecta-
tions and in a similar future situation may cause another frus-
trating or painful experience. Such a disruptive force in 
action is term d anxiety; for Sullivan it is the co on denom-
inator of all mental disturbance, and thus for the student of 
Sullivan is the key by which mental disturbance is understood 
in terms of interpersonal rel tions. 
Ackerman thus takes an important cue from Sullivan in 
his thesis that a person's identi ty is both individual and 
social, and that he i the mirror image of his family group. 
If this is true, then a study of roles within the family group 
should give essential information bout the persons playing 
2Harry Stack Sullivan, The Interpersonal Theory of Psy-
chiatry (fiew York: W.W. Norton and Co., Inc . , 1953), p. 12. 
-- - -· 
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them. This is implicit in the first of the three goals of 
Ackerman's concepts ; namely, to develop a theoretical framework 
for the evaluation of the psychosocial functioning of family 
groups . 
The family bonds are made up of biological, psychological, 
social, and economic factors. Of course each peTson has several 
families - that of his childhood, the family of marriage and 
parenthood, and the family of grandparenthood. The individual 
must integrate his emotional disposition into the appropriate 
family roles. 
Adaptive shifts in the family are determined both by 
its internal organization and its external position in the 
community. The family must adjust to various fluctuations 
which affect the relations of each family member to every other. 
Under favorable conditions the family love and loyalty prevails 
and harmony is maintained . Under conditions of excessive ten-
sion and conflict, antagonism and hatred are aroused, and the 
family's harmony is threatened. Families, then, might be con-
sidered as exchange units - of both love and material goods. 
Each partner who comes into a marital relationship 
comes with personality lready incompletely formed. The man 
and woman are attracted chiefly by an empathetic process . It is 
an established precept in the therapy of marital discord that 
I • 
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a consideration of possible reasons why t he couple chose each 
other in the first place can be helpful in e tablishing the 
etiology of the discord. 
inch3 suggests that th re are four types of comple-
mentariness in the marital relationship: (1) the mother-son 
type, in which the wif nurtures her husband in the sense of 
providing for his wants and the husband looks to the wife 
for guidance ; (2) the "Ibsenian marriage.,, much t e same ex-
cept that the nurturant-dominant par tner is the husband; (3) the 
master-servant relationship, in which the dominant husband com-
mands while the nurturant wife serves; and (4) tb "Thurberian 
marriage.,, in which the husband is nurturant and submi sive , 
while the wife is dominant and receptive . Each is yearning for 
a completion of self through the union with the other. As 
the children are born the family becomes a place in which they 
learn to socialize and to develop their identity. This i in 
fact such an important aspect of family funct i on that no study of 
family roles is complete without attention to child-rearing. 
Ackerman f eels that the interaction between the individua l 
and the group is on three levels; the structure of the environ-
ment, interpersonal relations, and the internal organization 
3Robert Winch, Mate Selection (New York: Harper and Bro-
thers, 1958), pp . 213- 214. 
~·-----------------------------------
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of the person lity. Likewise the function of the personality 
bas two orientations: (1) the internal process of the organ-
ism; and (2) the relation tow rd the social environment. The 
"social role" or •social self" is sometim s a facade behind 
which the true self is concealed. This concept implies the 
capacity of the personality to modify its form in varying de-
grees according to the social demands. Thus the personality 
and the society cannot be regarded apart. The effects of 
anxiety on the social role may be manifested in two opposite 
ways: either (1) increasing instability, or (2) increasing 
rigidity. A study of family roles therefore would require 
an exploration of the disruption in both of these directions. 
''Role' can take many forms in the compl x tructure of 
the family. Bott4, in her study of a series of London f milies, 
found considerable variation in the way in which husbands 
and wives perform their conjugal roles. The intr familial 
relationships were found to depend upon three major ways of 
organizing the family. In the complementary rel tionship the 
activities are different and separate, but fit together. In 
the independent relationship the husb nd and wife carry out 
4Elizabeth tt, 11Conjugal Roles and Social etworks", 
in Norman W. Bell and Ezra F. Vogel (ed.), A Modern Introduction 
to the Family (Glencoe, Illinoi : Th Free Pr ss, 1960), Chapter 
19, pp. 248- 257. 
I 
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the activities separately and without reference to one another. 
In the joint relationship the same activity is c rri d out by 
either partner at individual tim$. In all the fanilies i the 
research project there wa a major basic dividi line, y 
which the husband wa primarily reap nsibl for supporting the 
family and the wife for housework and children. 
HerbstS found that in determining the task differentia-
tion of the husband and wife one needed to detera.tine the de-
cision-makin pattern and the pattern of activities. there 
were three po sible responses in each of these areas: (l) bus-
band's activity or decision, (2) wi e's activity or decision, 
or (.3) joiut activity or decisiou. It is possible, then, for 
the pattern to be either autonontic, husband-dominate ; or 
wife-dominated~ In this study the ehavior field of the family 
wa separated into four areas f activity: (1) household 
duties, (2) child care and control, (3) social activities, and 
(4) economic activities. 
Some disruption of economic stability occurs in each 
family with a mentally ill member. Bakke' s6 study wa designed 
to determin~ the impact of the economic depression and 
5p .G. Herbst, ''T sk Differenti tion of Husband and Wi£ 
in Pamily Activities", in Bell and Vogel, .2£, cit., Chapter 27, 
pp . 339 - 346. 
6E. Wr;i.ght Bakke , "The Cycle of Adjustment to Unemploy-
ment ", in ell and V<gel, .2£ . ill•, Chapter 9, pp. 112 - 115 . 
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unemployment upon the family. The families in this study were 
faced with the necessity for two major readjustme ts: (1) em-
ployment pattern within the family, and (2) expenditure. He 
found that ther were five stages of adju tment in the attempt 
to solve the problem of self-maintenance: (1) momentum 
stability, {2) unstable equilibrium, (3) disorganization, 
( 4) experimental readjustment, and (5) permanent readjustment. 
It would se that some of these same concept of fanincial 
insecurity would also apply to families who have lost their 
income through the hospitalization of the bre dwinner of the 
family or of the budget planner. 
Role in its most rigid form is ritual - an important 
concept in study of the family. Bossar and Bell7 have made 
a contribution to our knowledge of families by studying the 
ritualization of daily activities as well as special events. 
Examples of daily ritual might include sitting arrangements 
at meals, saying grace, or reading stories to children at 
bedtime. Rituals may center around holidays or birthdays . 
These authors found that the rituals indicated many things 
and served many purposes. Rituals may indicate for example 
a likeness of mind, common interest, or cooperation; at the 
7James H.S. Bossard and Eleanor S. Boll, ·~amily Ritunl 
and Family Integration", in Bell and Vogel, 2.2· .£.!!., Chapter 34, 
pp. 429 - 434~ 
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same ti e they y be used a powerful weapons·. Ritualization 
was seen by these investigators to be a process of family 
interaction and to depend upon its role in a particular 
family. 
PlantS explored th impact of the family's living space 
on the personality development of the childr n. He found that 
crowding affected th ir ability to be alone. Th y b came un-
comfortable when they wer not around many others. Crowding 
destroys the image which we build of others. It does not 
prevent th id al image from being formed, but destroys it 
shortly after it is formed. It also prevents th illu ions 
about sex, and so much is vi wed that it causes s xual malad-
justment. Overcrowding can cau e negativiam and irritability, 
as wall are built around the ego to prevent people from 
prying. It w s f lt from this study that the p ople were so 
much a part of the world they lived in that they lacked the 
important personality development of objectivity. 
Maccoley9 studied the i p ct on a child's personality 
of a other working outside the home. Sh found that delinquency 
8James s . Plant, "Family Living Space and :Personality ;I 
Development", in Bell and Vogel, .22· .£!:.!., Chapter 40, pp . 510 - 520. 
9Eleanor E. Maccoley, ••Effect Upon Children of their 
Mothers' Outside Employment", in Bell and Vogel, £2. ill·, 
Chapter 41, pp. 521- 537 . 
·-
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is ore closely rel ted to poor supervision of th child than 
to bsenee of a mother due to employment. It wa felt fro 
this study that childr n c n ea ily adjust to care which is 
divided between mother and a substitute if the division i 
! 
taken for granted or begun in infancy, and if the substitute 
has sUDilar child care techniques. 
It ia specially pertinent to the present study to -re-
view previous inve ti ations of the effect of family roles 
and the mental illnesses of family m bers upon one another. 
Meyers and Roberts10 point out th t in 1959 in America 
180,000 persons were admitted for the first time to a mental 
hospital, while between 70,000 and 80,000 wer !_eadmitted. 
At a ental hospital in the Boston area in 1959,11 
3~ of the 2018 admission were known to be readmissions, as 
compared with 361 in 1958. In 1960, the perc ntag of read-
! 
missions increas d ev n more, reaching 44%. There is of course 
no way of knowing from the abov statistics how many were 
readmission from other mental hospitals. This f ct also 
explains why other data on readmissions are more difficult 
to obtain. 
10Jerome Meyers and Bertra Roberts, Family and Class 
Dynamics in Mental Illness (New York: John Wiley nd Sons, Inc.), 195 
11
statistics of the Boston State Hospital ==================~======~ 
I 
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ln Schmidt' 12 study at Sarawak Mental Hospital, the 
number of readmissions was expect d to increase significantly 
when this hospital accepted the policy of discharging patients 
betw en phases of psychoses. Despite th policy of early dis-
charg and without outpatient supervision when ev r possible, 
the readmission rate increa1 d only from 211 in 1958 to 291 in 
1959, which was judg d not significant at the five percent 
level. 
Dayton•s13 analysis of the marital status of first 
admissions to New York and Massachusetts ment 1 hospitals 
over a five y ar period showed that the a ission r te of th 
married group wa lowest (1.01) and that of th divorced 
group highest (3.8&). Thi study propos d that rriage 
provid s protective interrel tionship elements of balance in 
m nt 1, physical, enotional, and social areas. 
Most pertinent of all for the purposes of this thesis 
are those studies of the behavior o£ the p tient in the com-
munity and family after discharge. Simmons14 p rformed a 
12K.E. Schmidt, ·~nag ent of Schizophrenia in Sarawak 
Mental Hospital, 1959", Journal of Mental Science 107:157, 
January 1961. 
13 eil A. Dayton, ''Marriage and Mental Disea e'', N w 
Enstand Journal of Medicine 215:153, July 23, 1936. ---
14ozzie G. Simmons, After Hospitalization: The Mental 
Patient and his Family (Preliminary Draft) (University of Texas, 
Austin: The Hogg Foundation for Mental Health, 1960) 
I 
I 
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large pilot study on the m ntal patient and his family fter 
hospitalization. Small studies on different aspects of this 
problem followed. The hypothesis was supported in one study 
that a direct relationship exists between the level of post-
hospital occupational and social performance and the class 
status of their families. 15 In another part of this study 
it was found that the mental status of released petients 
ranges from normal function to a state which is for all pr c-
tical purposes continu d hospitalization; a "on - n chronic 
ward". 16 The patients' perfor~nce level was r ted high or 
low, judging from (1) work record~ (2) participation in informal 
social activities, and (3) ability to relate well in · the 
interview situation. Of this group fifty five percent measured 
high and forty five percent low. Two variables strongly in-
fluenced the performance before hospitalization: (1) m turity 
of family relationship, and (2) frequency of p rticipation. 
Another part of this same study dealt with the relation 
of the family setting to the performanc level of the patient. 
l5Howard E. Freeman and Ozzie G. Simmons, "Social Class 
and Post-hospital Performance Levels,. , American Sociological 
Review 24:345, 1959. 
16James Davis, Howard E. Freeman, and Ozzi G. Simmons, 
"Rehospitalization and Performance Level Among Former Mental 
Patients", Social Problems, Vol. V, No.1 (July 1957). 
I 
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As stated before, former patients frequently reside in the 
community, although actively psychotic and socially withdrawn. 
Low levels of interpersonal performance are most tolerated 
in families in which the relationship of patient to family is 
parental. Four times as many patient were returned to the 
hospital from conjugal relationships. That is to say, the 
patients with the low level of interpersonal performance 
were of the families where the pati nt occupies the role of 
"child"; while patients with a high level of interpersonal 
performance are tho e in conjugal families or in non-familial 
residence.l7 
Davis, Simmons, and Freeman18 studied the familial 
expectations and post-hospital performance of mental patients. 
They derived their hypothesis from the proposition that the 
tolerance of deviant behavior on the part of the family members 
is critical to the fate of the patient after discharge. The 
primary purpose of this investigation was to improve the pre-
dtctability of performance level. It was hypothesized that 
the performance level would vary with the f ily structure, 
E!ize·; patient's age, and patient • s sex status. The familial 
l7Howard E. Freeman and Ozzie G. Simmons, "twives, Mothers, 
and the Post-hospitalization Performance of Mental Patients", 
Social Forces 37:153, 1958. 
18Davis, Freeman, and Simmons, loc. £!!. 
~----------------------~----------------------~------------------------------ ---------~ 
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expectation of the patient was based on the Guddman scale, 
namely his inclination to: (1) visit his relatives, (2) visit 
his friends, (3) help entertain at home, (4) go to parties, 
and (5) work full time. 
Also important are those stu4ies which seek to determine 
the influence of the patient's hospital experience upon his 
relations with hi family. In this regard it was found by 
19 Naboisek and co-workers that the hospital image of the 
family members may have a profound significance for the patient. 
The hospital has attempted. to satisfy cert in basic needs. 
Some pati.ents, depending upon the degree of their illness, 
realize that they are being admitted to a mental hospital, 
and fear the committment. During the hospitalization positive 
or negative feelings are developed or reinforced about the 
hospital. No matter what these feelings of adjustment have 
been, there seems to be a period of pondering, uncertainty, 
and testing as the pati~nt leaves the hospital. He may feel 
that the community makes demands of him which he is unable 
to meet. 
Shorter periods of hospitalization and longer periods 
19 Herbert Naboisek _!!. .!!·, "Hospital Image and Post-
hospital Experience", in Milton Greenblatt, Daniel Levinson, 
and Richard Williams (ed.), The Patient and the Mental Hospital 
(Glencoe, Illinois2 The Free Press, 1957), pp. 565 - 576. 
-= ·--
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of community living between hospitalizations are notable 
trends in the treatment of psycbotics. 20 In a study21 at 
the Vet rans' Administration G neral Medical and Surgical 
Hospital in West Haven it was found that patients bad shorter 
bo pitalizations in cases where the families were active in 
the admission of the patient. On admission patient were 
divided into "family group" and "patient group", depending upon 
which was active in the admission. The residents did not see 
their goal as relief of the sympto s, but rather as helping 
to clarify and modify their relationships with the significant 
people in their live • The patients who became involved in 
therapy remained in the hospital and were not necessarily 
more disordered psychologically. These authors feel that the 
mo t effective psychotherapy can be accomplished by keeping 
thoughts directed to the patient's life outside the hospital. 
·~t bas to change in him, his family, or his life situation 
before he can be expected to leave the hospital?", is the 
principal question. Alterations may occur on a superficial 
20Howard E. Freeman and Ozzie G. Simmons, ·~ental Patients 
in the Community: Family Settings and Performance Levels .. , 
American Sociological Review 22:147, 1958. 
21Edwin C. Wood, John M. Rakusin, and Emanuel Morse, 
.. Interpersonal Aspects of Psychiatric Hospitalization", 
Archives of General Psychiatry 6:55, 1962. 
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plane (such as separation or reconciliation), or the altera-
tion may show the external conflict as a reflection of an 
intrapsychic conflict . It is thought that the .,family group" 
leave the hospital more quickly perhaps because the families 
modify the pressures. 
The family extends a definite influence to the mental 
patient whether it be a first admission or readmission. The 
large mental hospital stands in sharp contrast to the intimacy 
of the family. Yet is it not from their families that the 
patients come and to their families that they will return. 
There is variation in the way in which families recognize 
22 
and accept mental illness. In the study of Lewis and Zeicher, 
I 
for example, 66~ of the families indicated that they had recog- I 
nized the illness as mental illness, 16.5~ acknowledge it as 
mental illness when diagnosed, 12.8l denied it s mental, 
regarding it rather as physical, and 4.6~ denied any illness . 
The families' attitudes toward the patient's illness proved 
impossible to separate in any clear-cut way. However, they 
varied from sympathetic understanding to overt hostility. 
The former were in the majority, however. Other attitudes 
included fear, puzzlement, ambivalence, and in so e case 
persistent d nial. 
22
verl S. Lewis and Abraham M. Zeicher, 11Impaot of Admis-
sion to a Mental Hospital on the Patient's Family", Mental 
Hygiene 44 r503 t 1960 
I 
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The families' ways of coping with the patients' illnesses 
also varied. nte largest group sought an adju t nt by xpecting 
less of the patients. In other cases, family m bers took ov r 
responsibilitie • Some made no chang s, provoked, or appeased. 
It has been suggested by aees23 that in order to bring 
patients into closer touch lii h the xtra-hospital world: 
(1) the staff should p rt"cipate in extramural activi s, 
(2) relatives and fri nds wbould tak an active part ln lif 
outside the ospital, and (3) relatives and friends should 
also be encouraged to pay frequent visits and to play an 
active part in hospital functions. 
A review of the nursing l·terature reveals w at appears 
to be a search for new ways in which the nurse an bes wor 
with the family as well as with the patie t. Som writer 24 
have suggested supportiv services for the patien s at home -
helpiug to prepare for the patient's discharge, helpintr. und r-
stand the drugs he is to take, and helping to obtain histor s 
in the Out-Patient clinics to provide a check on the pati nt•s 
progress. 
23T.P. Rees, "Some Observations on the Psychiatric 
Patient, the Mental Hospital, and the Community", in Green-
blatt, Levinson, and Williams,~·£!!., pp. 527 - 529. 
24Mildred ingcade, "Supportive Services for Patients 
at Home11 , Public Health Reports 72:632, 1957. 
25 Others have made suggestions as to how the nurse can 
work with the family while the patient is still in the hospital. 
These include: (1) helping the family accept the patient's · 
illness, (2) helping understand the patient's need to be hospital-
ized, (3) explaining the hospital's admission procedures, 
(4) interpreting the diagnosis and treatment procedures, (5) help-
ing the fa ily ccept the patient back into the home, {6) ex-
plaining the meaning of the furlough and advising its renewal, 
and (7) helping the family to see the need for the patient to 
return to the ,hospital for further treatment when indicated. 
Nurs • from the ational Institutes of Health26 have 
described their experiences in living with families in the 
hospital . The nurses took part in the families' activities 
but did not take over nursing of physically ill members or 
assume the role of offering solutions to problems. The nurses 
did not app ar to hinder the operation of the families, but 
did have a chance to observe and record the families' behavior . 
25 lorene Be sl y, nPublic Health ursing Service for 
the Families of the Mentally 111n. Nursing Outlook 2:492, 1954. 
2~arjorie J. Kvarncs, "The Patient in the Family", 
Nursing tlook 7:142, 1959. 
____ , 
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F. Basis of the Hypothesis 
Once mental illness is understood in terms of forces 
whi h tend to disrupt interpersonal relations, the importance 
of the family tc the mental health of the individual becomes 
self-evident; for the family is not only the individual's 
first, but also his most constant and profound experience 
1 in interpersonal relations. Realization of this importance 
in turn underscores the signific nee of further study of the 
interpersonal aspects of the patient 's life in his fan1ily 
l surroundings. 
I 
G. The Hypothesis 
It is the hypothesis of this study that readmitted 
patients show a lesser degree of agreement with their marital 
partners regarding their roles in the family than do those 
patients who remain in the community after discharge. 
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the aample w Q eing selected from eception Building. 
B. The Hospital 
The hospital from which the patient were selected is 
a large state-owned mental institution consisting of fifty 
four buildings scattered over 232 acres of grounds. It serves 
the entire Greater Boston area, although the large majority of 
patients are of the lower and lower-middle socioeconomic 
classes. The present patient census average 2700. 
C. Tools us d to Collect Data 
An int rview schedule was devised, covering the following 
areas: (1) househol tasks, (2) child care and control, (3) em-
ployment, (4) exp nditurea. (5) co n y associations and 
activi ies, and ( ) attitudes toward menta illn ss. In ach 
of the first five are s, · questions were ask d to determine the 
role of the pati nt in r lation to: (a) suggestion, (b) fore-
sight in planning, {c) final decisions, {d) ·nitiation, ( ) action 
nd completion. The questions in the irst five areas t ok two 
forms. The first form asked the interviewee's opinion concerning 
attere of fact in the patient's family role (Example: Who 
takes the garbage out?). The second form posed a hypothetical 
situation calling for response in certain roles, and asked the 
interviewee's pi ion as to which one (patient or partner) 
, 
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would be mor e lik~ly to fill these roles. (Example: If you 
were invited to a party, who would be more likely to decide 
whether to go or not?) The questions in the sixth area c lled 
for broader expressions of opinion, and were designed to assess 
attitudes toward mental illness . (Example: Would you w~nt 
your neighbors to know that you h d been in a mental hospital?) 
In the interviews with he marital a tners, fo r dditlonal 
background que tions were sked. ( ample: Where were your 
parents born?) 
A pre-test of the interview was conducted with three 
re dmitted patients (not included in the study sample). Changes 
were made in the wording of a few questions whose meaning 
was not easily purveyed . 
C. Procurement of the Data 
The data were gathered by interview from the samples of 
patients and their respective marital partners as described 
above. Ten interviews were obtained f rom the sample of fif-
teen discharged pati ents; three of the patients (all females) 
in this category had moved, one was spending the Winter with 
her daughter in V rmont, and for one the address given did not 
exist. Likewise, intervf.ews were sought from thirteen of the 
original sample of readmitted patients. Two of these were dis-
charged before their relatives could be located, and it was 
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f lt that this recent change in the situation might affect 
the answers received from those relatives. One rel tive had 
moved from the Greater Boston area. 
Complete data, then, consisted of interviews of ten 
discharged patients and their respective marital partners, 
and ten readmitted patients and their marital partners. Iden-
tical interviews were used in all cases, except that any par-
ticular question when asked of patient and partner always con-
cerned the patient, not necessarily the interviewee. The 
interviews ranged in duration from fifteen minutes to one and 
one half hours. The discharged patients and their marital 
partners were interviewed separately ( lthough not necessarily 
on different occasions) in the homes of each of the patients . 
The readmissions were interviewed on their respective wards 
in the Reception Building. Their marital partners were in 
every case interviewed in their respective home • 
The interviewer introduced herself by explaining th t 
she was a nurse affiliated with the hospital and with Boston 
University . It was explained that the reason for her visit 
was to talk with people who had been discharged (or readmitted, 
as the case may be) and their husbands (or wives) ; that she 
was interested in knowing about daily activities occuring 
within the family. 
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. Chapter IV 
FINDINGS 
A. the Study Population 
Interviews were conducted with ten discharged patients 
and their respective marital partners, and with ten readmitted 
patients and th ir partners. All partners in the study were 
ctually spouses of the patients involved with one exception. 
The husband of one of the female patients had been in prison 
I sine the patient's discharge, and his brother, ~ho is a con-
i 
·-··--:f.=-
1 
I 
stant companion of the patient, was felt by her to be qualified 
to answer the questions in the interview. All the patients in 
the diseharg d group had been QUt of the hospital at least 
ix months, the longest period being one year and seven months. 
It was more difficult to locate readmitted patients' 
families at home or at the address giv n at time of readmission 
than was the case with discharged patients' families. This 
fact was taken as one indication of the degree of confu ion in 
family life caused Ly readmission (or perh ps simply by ad-
mission). Of the readmitted patients th selves, males were 
more difficult to locate on the wards than £em les. Among the 
discharged patients, however, males ~ere more easily located 
than females, as the latter appeared to change residence more 
frequently. 
-32-
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Age: The patients' ag s r nged from twenty-two to 
fifty-two years, with the average in the middle thirties. The 
variation of patient ag with sex and patient group is summar-
ized in Table 1. The most striking difference noted here is 
that the readmitt d males were significantly older· than the 
discharged male , wh r as among the femal s the reverse was 
true. 
TABLE 1 
AGES OF PATIENTS STUDIED 
Patient Group 
Female 
Male 
Mean total 
Discharges 
33.75 yr. 
41.00 
36.-30 
Readmissions 
41.60 yr. 
31.00 
37.37 
Birthplace: Two of the di~charged patients were born 
in another State; two of the patients in this group had two 
for ign-born parents; and one of the patients bad one. In 
both of the cases with two foreign•born parents, both parents-
in-law were also foreign-born. 
In the group of readmitted pati nts, one was foreign-
born and two were born in another State. One patient hae 
--- ---
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one foreign-born parent; both par nts of four patients were 
foreign-born. Seven of the readmitted patients had two foreign-
born p rents-in-law ; four of the seven were those with for ign-
born parents. 
Educational Background: The two group of patient 
ar c~ pared in this respect in Tabl 2. From this it ay 
be seen that the r dmitted patients achiev d a somewhat 
higher level n the average than did the discharged patients. 
TABLE 2 
EDUCATIONAL LEVEL 
Level Discharged Readmitted Total 
Quest ·on- 3 0 3 
able 
Grammar 0 1 l 
School 
Grammar Schl. 0 2 2 
Grad. 
High School 4 1 5 
High School 3 5 8 
Grad. 
College 0 1 1 
Diagnosis: The two groups are comp red with regard to 
di gnosis in Table 3 . Although tabulation of them was not 
considered essential to the study, they are presented h re 
as a matter of i tere t. The relatively high percentag of 
-35-
psychoses in this group confirms the impressions of Hollings-
head and Redlicb1 that psychoses are found mor frequently in 
the lower classes. 
TABLE 3 
DIAGNOSIS 
Schizophrenic reaction, 
acute undifferentiated 
catatonic type 
paranoid type 
undifferentiated type 
schizoaffective type 
Personality trait dist. 
Psychoneurotic depressive 
Psychotic d pressive 
Manic depressive r action, 
depressive type 
manic type 
Sociopathic person lity dist. 
Discharged Readmitted 
4 
1 
2 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
1 
Housing Conditions: The two groups did not vary greatly 
in the quality of housing. They were compared in light of 
Plant's2 discussion of the effect of ov rcrowding on mental 
illness. Although he does not define precis ly what he con-
siders overcrowd , the usual definition of less than one 
1 ugust B. Hollin head and Fredrick C. Redlich, Social 
Class and Mental Illness: A Community Study (New York: John 
Wiley and Sons, 1958), pp. 222- 223. 
2~ames S. Plant, loc. ill· 
-- --.-:__-,;;-
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room per person is implied in his discussion. For the group 
of discharged patients in the present study, housing aver ged 
0.8 room per person; for the readmitted group, the average 
was 1.0 room per person. 
Examination of the geographical distribution of the 
study group throughout Greater Boston revealed a moderate amount 
of clustering. Three of the twenty patients (all di charged) 
~ere found within a few blocks of each other in a northern 
section of the city; two readmitted p tients and one discharged 
patient within a few blocks in an eastern district; and two 
discharged patients and one readmitted p tient within a f w 
blocks in the southern end. two of the e sections were low 
rental areas. 
Occupation: Table 4 summarize the occupational posi-
tions of the patients as classified by the 1960 Census3 • It 
will be seen from this table that, in general, the occup tions 
of the patients aud/or relatives of the discharg d group 
fell into strata higher than those of the readmitted group. 
There was, however, one readmitted patient classified as 
prof ssional and one a service worker. 
Religion: All of the readmitted patients were Ro an 
3u.s. Bureau of the Census, Classified Index of Occu-
pations and Industries, 1960. 
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Catholics. Of the discharged group, eight were Roman Cath-
olic , one Protestant, and one gave no r ligious preference. 
The relatively high pe~~ntage of Catholics in this group 
probably does not vary significantly from the percentage in 
the general Boston population of comparable socioeconomic 
status. 
!!£!: In the sample of twenty patients, eighteen were 
white and two color d, one of the latt r being a readmiasion 
and one a disch rged patient. 
B. Results of the Questionnaire 
The responses of ach pair of interviewees (patient 
and partner) were compared for each of th twenty-eight 
items in the questionnaire. For each question where the 
two replies were in greement, a ecore of "+l" was assigned; 
for each case of disagreement, a "·1*' was assigned. . Although 
during the interviews themselves every attempt was de to 
elicit definite "yes' or "no" answers, in the scoring only 
explicit agreement or disagre ent were counted. In cases in 
which this was i possible to determine, a nott was assigned. 
Each pair.of interviewees, then, received a total 
score for tha interview, ~anging between +28 (indicating com-
plete agreement) and -28 (indicating co plete disagre ent). 
-39-
When the mean scores for the two groups were calculated and 
compared (see Table 5), the score for the discharged group 
was found to be higher than that for the readmitted group. 
Using the "t" test for independent samples, the differ nee 
between the two cores w s found to be significant at the 
5% lev 1, and n rly so at th 1~ level. It was thus concluded 
that, in terms of the questions in th interview, the sample 
of discharged patients in this study evidenced a significantly 
gr ater degr e of agreement with their marital partners concern-
ing the patient's role in the fa i1y than did the readmitted 
patients. 
TABLES 
CQoiPARISON OP PINAL INTERVIEW SCORES 
Discharged Readmitted 
Code No. Score Code o. Scor 
(9) +.S (1) 
- 2 
(10) + 6 (6) 0 
(11) +12 (7) +4 
(12) 
- 4 (17) - 2 
(13) +2 (8) + 4 
(14) +16 (19) 0 
(15) +12 (21) +10 
(16) +16 (22) +8 
(20) +10 (23) + 2 
(25) +10 (24) 
- 6 
Mean .. + 8.·6 Mean = + 1.8 
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Th degree of agreement betw en the various couples wae 
analyzed lao by comparing the chief complaint upon admission 
(as given in the record) with the degre of agreement shown 
in the interview. Th complaints w re divid d for purposes 
of comparison into "interpersonal" and ''non-interpersonalu. 
As will be seen in Tabl 6, among the readmitted pati nts and 
their partners a lower score was obtained by those h ving 
interpersonal complaints on admission than by those who did 
not. Th discharged patients showed not only a reveraal of 
this p ttern, but also less difference in score between the 
interpersonal and non-interp rsonal complaints. 
TABLE 6 
CC'.MPA ISON OF A EMENT SCORE 
AND CHIEF CtlfPLAINT 
~ean Agreement Scores 
Interpersonal 
Complaint 
on .. interper onal 
Complaint 
Di c arged R admitted 
+ 8.6 + 3.4 
+ 9.3 - 2.0 
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The data were also analyzed further to differentiate 
between active and passive modes of p rfor nee in the families . 
For these purposes, the areas of suggestion, planning, and 
decision were considered 'passiv n; and initiation and com-
pletion were considered "active••. 
Analyzed in this way, the data rev led that among the 
discharg d patient group th re was general agr ement between 
patient and partner concerning who was ore prominent in the 
fulfillment of each mode of performance. In general, the 
female discharg d patients saw them.elve more pro inent in 
suggestion, planning, and initial action (two passive and one 
active) ; and, in general, their husbands agreed. Furthermore, 
the male discharged patients evaluated themselves on thia 
scale in much the same way as the female discharged patients 
saw their husbands. They saw themselves in general more 
prominent in fulfillment of planning and completion of action 
(one passive and one active role). 
The situation was different in the readmitted patient 
group, however. In general, the female readmitted patients 
saw themselves more prominent in all the modes of performance , 
passive and active, as well a in all the areas of family ac-
tivity. The male readmitted patients also saw themselves 
more prominent in both respects. It was seen that thi 
-42-
diff rene is simply further clarific tion of the difference 
in degree of agreement between th two groups. 
The data w re also analyzed accordin to the five areas 
of family activity in which questions were sked. A few of the 
pertinent findings re discussed below. 
Household Activities: Scores on questions in this 
area demonstrated the second highest rate of agreement in 
both patient groups. Replies from both groups were very 
similar in nature. 
Child f!!!~ Control: This area was third from 1 w-
eat in agre ment among the discharged patients, and second 
from lowest among the re dmitted patients. 
Of the discharged group, six couples agreed that they 
had discussed what they would like to see their children do 
when they grow up. Five of the parents in all (501.) hoped 
their children would attend college. This is a relatively 
high percentage, considering Broom•s4 eati ate that only 
21~ of the lower trata apply for college. One of the parents 
who expressed hop for college had an occupation included in 
4 Leonard Broom and Philip Selznick, Sociology (Evanston, 
Illi~oin and White lains, ew York: Row, Peterson Co., 1958), 
p. 191. 
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the higher strata. 
On the other hand, four of the readmitted group couples 
agreed that they had ~ discussed what they would like to s e 
their children do. Most of the answers were of the "whatev r 
they want to do" variety. One couple agreed that they some-
times talk d about this and that they hoped their oldest son 
could go to colleg • 
Among the discharged group, three couples agreed that 
the husband' discipline was ost effective; one couple agr ed 
on wife' , and five disagreed. Similarly • four of th "r ad-
mitted group" couple agreed on husb nd's; two on wife's; and 
four disagreed. A spouse of one of the readmitted patients 
replied that hers was most eff ctive because it had to be; that 
things had been "all right for a few y ar after the marriage" 
but that she had no idea h r hu band was so mentally incompe-
tent. 
Employment: Thi area ran!t d highest in degr e of 
agreement for both the discharged and readmitted group. 
ong th discharged patients, s ven couples agreed 
that the wif would not suggest that her husband change jobs . 
Reasons given included: (1) husband employ d to begin with 
(two cases); (2) he has a future in his job and will get a 
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pension; (3) he has his own business; (4) he gets along well 
and likes his job. In another case, husband explained that 
he does seasonal work, and wife assert d th t he has not worked 
in two years. 
Two of the male discharged patients, then, were chronic-
ally un ploy d, as opposed to none of the readmitted p tients. 
This findi seems hard to explain in light of the study of 
Davis, Si ons, and Freeman,5 which described unemployment as 
a .,failur of a fa Uial expectation". The d gr e to which 
6 
these two families app ared to represent Winch's •'mother .. 
son" type of conjugal relationship was striking, however. 
Both of the wives go to work regularly, and the men sit around 
the bouse. Both wives mentioned that their husbands depend d 
upon them; on in fact described her husband as '1anoth r 
child". 
Two of the discharged roup couples agreed that the wife 
would suggest a job change . One explained that he was having 
trouble with his boss - didn't like to take orders. The 
other protested that his wife looked down on his job because 
it bad no prestige. 
Among the r dmitt d patients, five couples agreed that 
5navi , Simmons, and Freeman, loc • .£.ll· 
6 Winch, .!2£ . .£!!. 
the wife would not uggest a job change. Reasons included: 
{1) not unless he wants one; {2) he had only thr e more years 
to go for N vy retire ent; (3) husband was a chronic job-
changer anyway; always wants to be the boss but can't stand 
the pressure . the other five couples dis gr ed; in one cas 
husband claimed that wife r quested a change fre uently, 
I 
wher as wife maintained she never does such a thin • 
ine of the discharged group couples agreed that 
partner expects patient to r turn to his regular job {or 
housework, as the cas may be). One patient xplained that it 
had taken him three months after he was hom to get back to 
normal befor he could go to work. One female patient inter-
jected that she wanted some help with the housework. She is 
now compl ining that the family doe too much, and that she 
does not feel needed . Her husband explained that since she 
does not do the worlt, someone has to do it. (This couple 
received a low score in the area of household tasks . ) Upon 
further questioning it appears that they both ~~pected the 
wife to come home and resume h r hous hold tasks, but do not 
now agree to precisely what the e ar e . 
Still another male pati nt obj ected that when people 
found out he had been in t he hospital, he had trouble finding 
job - now has a junk truck of his own . Onl y o~1e .;;ouple 
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agre d that the patient was not expected to return to work. 
Of the readmitted patient group, six couples agreed that ! 
I 
the partner had expected the patient to resume his regular work 
or household task. Two male partners added that they did not 
expect their wives to resume all their work at once. One 
couple agreed that they did not know what to expect; and one 
couple disagreed. 
Of the discharged patient group, seven couple$ agreed 
that the husband would change jobs if h were dissatisfied. 
Similarly, of the readmitted patient group, six couples agreed 
that he would. The wife of one of the patients in this group I 
added that he could get a better job if he changed. 
Expenses: This wa the area of second highest agreement 1 
for th discharged patient group; of lowest agreement for the 
readmitted patient group . 
It is inter sting to note that none of the forty inter-
viewees stated that they did not own a television set when 
asked a question about it . Television sets were playing in 
I 
all except four of the discharged patients' homes, and in 11 
except three of the readmitted patients' hom s when the inter-
viewer arrived. This is perhaps in corroboration of the 
-· ----
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findings of Hollingsh d and Redlich7 that t levisi n is more 
frequently watched in homes of lower social strata. On of 
the homes in each group where no television was playing, be-
longed to peopl with occupations in the higher strata. 
Five couples of th discharged p tient group agreed that 
they did not have a budget or plan how their money should be 
spent. It is interesting to note that the case in which there 
w s high st agre ent concerning roles in handling expenses 
wa the case in which there was lowest agreement as to bow 
the money should. be handled. Four couples agreed th t they did 
have a budg t. Th husband waa the planner in three of th 
latter case , and the couple did it togeth r in the other. 
One couple disagreed. 
Similarly, four of the couples in the readmitt d pati nt 
group agreed that they had a budget. Of this group, however, 
tbre agr ed th t the~ waa the planner, and in the other 
it was the couple together. Furth rmore, in the readmitted 
patient group ~ couples disagreed about the actual exi tence 
of a budget. 
In each of the two groups, five couples agreed upon 
who actually made payments from the family coffers (husband 
7uollingsbead and Redlich, loc. cit. 
--
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and wife about even) and five disagreed. 
This w s the area of low st agr e-
ment for coupl s of the di charged patient group, and of third 
lowest agre ent for the r admitted pat .nt roup. 
Four couples or th discharged group agreed that they 
nev r invite friends into their houses; two b cau e of "too 
many kids" a d two for "no particular reason - they're welcome 
but we just on't i :vite them". 'l'wo couples agreed that 
the wife does th invitin • One wife explain 
''hard with y husband the way h i.su. 
that it was 
Simil rly, three couples of th re dmitte patient 
group gre that th y nev r invited friends over; two bee use 
th y udon 't have any friends" and one becaus .. children are 
too youngu. Two couples agreed that the wife doe the inviting. 
'Ihe husband of one coupl who disagre d xplained tha · only the 
family came. 
'Ihe relatively high perc ntage of disagreement in both 
groups (nine coupl s altogether) and the report from seven 
couples that they nev r invite friends ver se to support 
the finding of Broom8 that 301 of p ople n the lower social 
strata report having no close friends. 
8Broom and Selznick, .2E.· cit., p . 191. 
-49-
Five couples of the discharged patient group agreed that 
th re were social and recreational activities on a family 
I 
basis. Most of the activities mentioned were limited to the 
Summer season, and included going to the beach, free exhibits, 
and walking in the park. Two couples agreed that their families 
do not do things together, and the other three disagreed. One 
couple explained that because they did not have a car. it was 
necea ary to take the family (nine children) to the park 
or beach by bus. and therefore necessary to plan ahead for ! 
I 
enough bus fare. 
Similarly, four couples of the r admitted patient group 
agreed that they did do things together (the list was similar 
to that of the other group); one couple agreed that they didn't, 
and five disagreed. One wife of a readmitted patient explained 
that her husband wa good at leading family games and singing, 
but at other times in the interview spoke of him as one of the I 
I 
children, having to be told what to do. 
Seven couples of the discharged patient group agre d 
I, 
that the wife was the one who got the children ready for I! 
! church on Sunday; of the readmitted patient group, only four 
agreed in this way. 
Only two couples of the discharged patient group agreed 
on the question concerning committee work in organizations, i 
·-· 
·-
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t,hereas of the readmitted patient group five couples agreed . 
With a total of six couples in the discharged patient group , 
and five couples in th readmitt ed pa tient group, n ither 
pat ient nor partner bel onged to any or ganization . 
--== .::.;;-.;;;=s.-s: This area stood fourth in the six 
areas in the order of agreement for couples of the is.charged 
patient group, and third for the readmitted patient group . 
hree of the readmitted p tients and five of the di charged 
patients acknowled ed that they would not want an employer 
to know of their illness . Six of the discharged patients 
and seven of the readm tted patients reported that they did 
not feel the sa e a efore they entered the ospital . Ex-
planations includ "not as nervous", f'more i nsight", udif-
ferent outlook on lifen, hav "grown up" , ''more calm •, nquieter", 
., 
re rel ·ed", and " fer " . ly on descri a ·eelin 
of restlessness at having been in the hospital too long . 
The descriptions given by the two groups of patients 
of en~ally ill states were quite p rsonal and individual . 
Moreover, they could e rized as an uncomforta 1 feeling 
of losing control over one's feelings . Denials of t e exist-
ence of illness were noted only among the readmitted patients . 
In this group, two f emale patients and their husb nds denied 
t at the illness was more than phy i cal . Although on male 
J 
t-
·-
- 51-
patient <lenied mental illness, his uife appeared to have an I i accurate understanding of the problem. 
i 
I 
I 
I 
I 
i 
I 
I 
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Chapter V 
Of the facts which have cently c to the a ention 
o£ tbe atudent of m ntnl h ltb, twc1 ar especially JJtrikin ; 
(l) The numb~ of mont 1 hospital r clmies.lona ia incr asina 
each year ; nd (2) The surface has barctly b en oratoh 
in tb area of r djuatment to f ily nd t,; nit)'. Thi8 
ia on of aev~ 1 otudiea recently design to er~lore he 
conn cti~n b tween these tw facto. 
Literature w~• roviewed which bQWS that th study of 
he family in ntal b lth W8$ it theoretical basiS to . thO 
york of Harry Stack Sulliv n, who deticrib psychiatry as a 
tudy of c nication between per ons and th fore which 
t nd to diarupt th 
Att ntion w a turn next to Ac er n'• ork in tb. 
p ychod)'tl4ll\ice of family life, which poinu out that th• inter-
acti.on betw&en the inc11vidwd and h . s f mily depe • upon 
.... 
the structure of th environment, interpereOJ.llll relations, 
and the in ernal ~rsaniz tion of th perso lity. It ia 
this disruption iu interperaonal relatione which can prediapoae 
to bceakdown 1 th tional lane Qf tho r. ily nd henoe 
of 1udividua1 dapt tion . 
-S2· 
-~,-
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Further literature was then reviewed which deals with 
other aspects of family constitution; namely, conjugal rol s, 
task differ ntiation, impact of unemployment, ritualization 
t 
I 
I 
of daily activities. the ffect of living space, and maternal ; 
: 
employment • 
Of previous studie which bear directly on the problems 
of this study, tho e of Freeman and Simmons were seen to be 
the most •ignificant . Two of their findings were especially 
important: (1) Low levels of interper onal perfo~ance were 
better tolerated by parental families than by conjugal families; 
(2) The tolerance of deviant behavior on the part of family 
members is critical to the fa t e of the discharged patient . 
With the above considerations in mind, this study has 
explored further the relations between the discharged patient 
and his f mily, and bas sought further correlation between 
the "success'' of these relations and the "success' ' of the 
patient' disch rg • The hypothesis of the study has been 
that readmitted patients show a lesser degree of agreement 
with their marital partners regarding their family roles 
than do those patients who remain in the co unity after dis-
charge. 
1==:#::===-=- - ---
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B. Conclusions 
1. Degree of Agreement 
It was found that the degree of agreement between dis-
charged pati nts and their marital partners was higher than 
between readmitted patients and their marital partners. This 
df.fference between the two groups was shown to be statistically 
significant at the 5% level. 
This finding was reinforced by comparing the chief 
complaint (divided as interpersonal vs. non-interpersonal) 
with the score of agreement in the two groups. tt was shown 
that in the r dmitted patient group those couples with com-
plaints of a non-interpersonal nature bad the highest scores 
of agreement, while for the di charged patient group the 
reverse was true. 
2. Passive and Activ Roles 
When the six roles covered in the study were divided 
as passive vs. active, it was found that among the discharged 
patient group there wa general agre ment tlat the women 
were more prominent than the men in two of the passive roles 
(1 ••• two of the following- suggestion, planning, or decision); 
and in one of the active roles (initiation of action). Also 
among this group the men were generally agreed to be mor 
..... 
I 
---=~-====~===== 
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prominent in one passive and one active role . Among the 
readmitted patient group, however, it was found that in genera l 
patients and their partners saw themselves as more prominent 
in all roles, passive or active . 
3 . Areas of Agreement 
Agreement between patient and partner was highest 
I for both groups in the area of employment . The area of lowest 
agreement for the discharged patient group was community 
associations and activities; for the readmitted patient group 
the area of lowest agreement was expenditures . 
C. Recommendations 
Certain recommendations see indicated as a result of 
this study: 
(1) A further study with more systematic distinction 
of male vs. female roles ~dght be undertaken to etermine 
whether role reversal is more prominent among readmitted 
patients . 
{2) The ools of this study might be applied to further 
investigation of patients' attitudes toward the hospital and 
towa~d community mental health facilities. 
(3) A study utilizing these tools might explore the 
degree of agreement of hospitalized patients among themselves 
concerning their roles in the hospital "family11 • 
i 
i 
I 
I 
r-- r--
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I (4) An interview such as that ~ployed by this stcdy 
might be given to patiett and marital partner before the 
patient's discharge; and the interview score used as an ad- ! 
i ditional criterion for predicting the success and hence de-
termining the feasibility of discharge. 
(5) The psychiatric nurse responsible for after•care 
of the mental patient might be trained to look upon expressions 
I 
I 
of disagreement concerning family roles as another warning 
sign of a potentially "unsuccessful" discharge. 
I 
I I 
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APPENDIX A 
TABL 1 
AGES OF PATIENTS IN THE STUDY 
Discharged Readmitted 
Male Female Male Female 
48 43 36 52 
48 35 32 52 
40 29 28 4.5 
39 28 28 41 
36 38 
35 22 
33.1 41 Mean 31 41.6 
' 
............ 
No. Patient 
9 Michigan 
10 Boston 
't) 11 Boston ~ 12 Louisiana ~ 
~ 13 Boston 
.c () 14 Bost on c.t 
..... 15 Bos ton ~ 
16 Cha~lestown 
20 Boston 
25 Cambridge 
1 S. Boston 
6 Boston 
"' 
7 New York 
Q) 17 Boston 4.1 
4.1 18 Mass • ..... 
a 19 Boston 
"' <G 21 Boston .,
~ 22 Canada 
23 I ll i nois 
24 Bos ton 
APPENDIX A 
TABLE 2 
l&THPLACES OF PATIENTS AND RELATIVES 
Parents 
Father Mother Father 
Sicily Sicily Ireland 
Canada Canada ? 
~1aine Ireland Boston 
Mississippi 1 W. Indies 
Boston Boston Mass . 
I t aly Italy I taly 
Boston Boston s . Boston 
Chelsea Charles town Boston 
Boston Boston Mass. 
Cambr idge Cambridge Boston 
Boston Boa ton Ireland 
Italy Italy Poland 
New York New York Scotland 
Boston Boston Mass . 
New York France Poland 
Lithuani a Lithuania Pol and 
I t a l y I taly Italy 
Canada canada Canada 
Mis sissippi Louisi ana Arkausas 
Bos ton Boston England 
In-laws 
Mother 
Ireland 
1 
Boston 
W. Indies 
Mass . 
Italy 
•taine 
Boston 
Mass . 
New Yor k 
Ireland 
Latvia 
Bost on 
Canada 
Poland 
Poland 
Ita l y 
Canada 
Oklahoma 
England 
.. 
• ('J\ 
('J\ 
• 
~ 
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I 
TABLE 3 
EDUCATIONAL LEVEL AND OCCUPATION OF PATIENTS I 
,, 
Discharged Reacunitted 
Ncr. Sex Yrs. Ed. Occupation No. Sex Yrs. Ed. Occupation 
20 F 12 housewife 7 M 13 cook I 
14 F 12 housewife 1 p 12 housewife 0'1 
...... 
15 M 12 contractor 6 M 12 carnival work I 
25 F 11 housewife 22 F 12 housewife 
11 M 11 painter 24 M 12 garbage coll. I 
9 11 9 porter 21 F 9 housewife 
13 F 9 housewife 18 F 8 housewife ' 
12 M ? junker 19 F 8 housewife 
16 M ? electrician 23 M 8 professional 
10 M 1 Ml'A c.\) 11 • 17 F 6 housewife 
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I TABLE 4 I 
I I 
I 
INTERVIEW SCORES FOR COUPLES BY AREA I 
i, 
li 
I' 
I! 
House- Child Employ- Expen- Commun- Mental 
NO. hold Care and ment ditures ity Acti Illness 
I Taeks Control vi ties 
I 
1 
9 + 1 
- 1 + S + 1 
- 1 + 3 
10 +5 + 1 
- l + 1 + 1 - l 
I 
'tf ll +3 + 1 +3 + 3 + 1 
- 1 ' ~ I 12 + 1 
- 3 +3 + 1 - s - 1 !of I Ill 13 
- 3 -i· 3 + 1 + l - 1 + 1 I ,1:1 • 
I 
u 14 +5 + l +3 +5 +1 + 1 0\ • co ~ 15 + 1 +3 + 3 + 1 +3 + 1 • Q 
16 +3 +3 +5 +5 + 1 + 1 
20 + 3 +3 + 1 + 1 + 1 + 1 
25 +3 
- 1 + 3 + 1 + 1 + 3 
Totals +19 +11 +23 +19 + 1 + 7 
1 
- 1 ~ 
- 1 + 3 + 1 - s + 2 
6 + 1 + 1 + 1 .. l 
- 1 
- 1 
'tf 7 + 3 - 1 + 1 - 1 + 1 + l 
GJ 17 + 1 
- 1 - 1 - 1 - l + 1 
"" 
"" 18 + 5 + 1 + 1 - 1 - 3 + 1 ~
-9. 19 + 1 - 1 + 3 - 1 - 3 + 1 
CIS 21 + 3 - 1 
- 1 + 3 + 5 + 1 :} 22 + l 
- 1 + 3 + 1 + 3 + 1 
23 
- 3 + 1 +5 - 1 
- 1 + 1 24 
- 1 - 1 - 1 - 3 + 1 - 1 
Totals +10 
- 4 +13 - 6 0 +5 
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TABLE 5 
I 
INTERVIEW SCORES FOR COUPLES BY MODB OF PERFORMANCE 
I 
I 
-I 
I I Sugges· Foresight Final Initiation Completion No. tion in Decisiona of of 
Planning Action Action 
9 - 1 + 1 + 3 + 3 - 1 
10 + 3 +5 ... 1 + 1 
- 1 
11 + 3 + 5 + 1 + 3 - 1 
"' 
12 
- 1 + 1 - 1 
- 1 - 1 Q) 
13 + 1 + 1 - 1 - 1 + 1 co I k 14 + 5 +5 + 3 +3 ... 1 0\ 
.! . \0 15 
- 1 + 1 +3 + 5 + 3 
I 
u 
liQ 16 +3 +5 
- 1 + 5 + 3 "" Q 20 
- 1 + 5 + 3 + 1 + l 
25 + 5 + 3 - 1 - 1 + 1 
Tot. +16 +32 +8 +18 +4 
1 
- 3 + 1 - 1 + 3 - 3 
6 
- 3 + 1 - 3 +5 + 1 
7 + 5 - 3 + 1 + 1 - l 
I 1 17 
- 3 
- 3 - l + 3 + 1 ~ 18 
- 1 + 1 - 1 - 1 + 5 ~ i 19 - 1 + 3 - 1 - 5 + 3 
t'll 21 + 1 +5 
- 1 +3 + 1 Q) 
22 
- 1 
- 1 + l + 1 + 1 ~ 
23 
- 1 .. 1 + 1 + 1 + 1 I 
24 
- 1 + 1 ... 3 ... 3 + 1 
Tot. .. 4 + 8 - 8 + 8 + 8 
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-·- --· ..., 
-
-
- ----------
-~----
---- -
. -
- --- __ -,....::.. - ------ ---- ---~---~ 
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I 
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TABLE 6 
HOUSING CONSTELLATION I' 
Own Home Rented Project Rented 
I 
2-3 fam. Rome Apt. Apt •• 
I Discharged 2 4 4 
I r~ Readmitted 2 1 1 6 
: 
I 
I' 
' 
I 
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APPENDIX B 
PATIEbiTS' AND RELATIVES' VIEWS CONCERNING MENTAL ILLNESS i 
I 
(Replies to the question: ''Row would you describe mental illness?") I i 
Discharged Readmitted 
(No.) Patients Partners Patients Partners (No .) 
9 Sick or nervous Nervous condition - I don't know what Well, it comes from 1 
and all that nothing you can do it is worry - comes on by 
for them .. differ- itself • also can 
ent kinds - some come on from sad- I 
are dangerous ness. religion, over ...... ..... 
study - bear voices I 
I 
l 
10 A mixed up feel- ~ust an attitude It is a headache - My husband ' s not 6 
ing - more of a a fear. Obsessed sick ~ just lazy -
worry - state of to another form that long face is 
confusion of life just a fake 
I 11 Very sick in t he He lacks reading I ' m not a good Thinks he's working 28 
I brains - makes and writing - it's judge because I'm for the FBI - goes 
I' 
your head go hard to explain - not sick - need around treating 
round and round very excitable loving care, not people and runs up 
I and your face red to be pushed around. bills. One time 
I 
caused by misunder- he was Kennedy ' • 
standing aa child- campaign manager 
I ren . 
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APPENDIX B - Continued I 
I 
Discharged Readmitted 
(No. ) Patients Partners Patients Partners (No . ) 
I 
I 
12 A person does I don't know what. More with the mind Worry - person 7 
things and doesn't but can ' t be helped bas no control 
know wba t he is like a physical over his emotions . 
doing - can love illness can . Could be schizo- I 
own relatives in plu:enic or paranoid i 
a bad way ' 
13 Have nothing to No one can. help l.et everything Hard to say - she 18 
do with it - just a person if he pile up inside of lets things build I ""-~ 
comes on - differ- is mentally sick. you - get a break- up - holds every~ N I 
ent types - some down - not just thing in. 
people hear voices. nerves . 
15 Sick - all differ- All types - some A nightmare - un- Rard illness to 19 
ent - everyone is depreased - like comfortable - for check or cure. Im-
bothered in differ- a breakdown . me a lot of pbys- possible unless 
way - feel sorry for Some are ac- ical aspects. patient is 100'1. 
myself . tive. for the cure. 
I 
16 Illness - caused by Afraid of burt- Very sick .. Nervous - gets 21 
physical pain - ing someone. screaming fire, tired from the 
had pain in back Had illulilions - turned the gas on. asthma and can 
of my head. had to check and Afraid of myself. not talk . 
recheck things. 
A phobia . 
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APPENDIX B - Continued 
Discharged Readmitted 
(No.) 
20 
25 
Patienta 
Something phys-
ical - could be 
emotional - have 
to check physical 
first 
Let everything 
bother me - little 
things that I 
don't usually let 
bother. 
14 Cannot control 
your emotiona -
a terrible 
thing - need some-
one to lililten 
Partners 
A sickness - don't 
know what you ' re 
saying - take it 
out on someone 
else 
Most people don't 
understand mental 
illness and don't 
want to - you get 
upset about some-
thing and you're 
sick. 
Patients 
In the mind - very 
different - some 
people say it's 
not raining when it 
is. t-1ine was a 
shock - worry 
Loss of reality -
causes a loss of 
physical and men-
tal health -
No control • break- Get all emotionally 
down of person's disturbed. 
natural habits. 
Partners 
Worry - works 
on the nerves. 
It is an ill-
ness - mox:e 
trying than a 
physical one·. 
It is an ill-
ness, but you 
can do more for 
the patient with 
a physical ill-
ness. 
(No.) 
22 
23 
24 
t 
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APPENDIX C 
LETTER OF INTRODUCTION 
given to Patients and Relatives 
Hospital 
To Whom It Kay Concern: 
This will introduc to you Constance C. Rosen-
berger, R. ., a nurse affiliated both with Boston 
University Graduate School of Nursing and with 
Hospital. 
We will appreciate your cooperating with 
her in our important work of gathering i nformation 
to improve the car and treatment of p t i nt • 
Th nk you very much for any courtesies ex• 
tended to her. 
Yours truly , 
Superintendant 
"'' 
--- -~ ---~ ·- ~ ~ ~ ~ .. ·-
!"i 
:, 
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APPENDIX D 
INTERVIEW SCHEDULE 
1. Do you (your mate) ver suggest that your mate (you) hlp 
with the dish s? 
2. Who plans for getting the g rbage out on the day it is 
collected? 
3. If the fauc t wer to need repairing, who would decide 
whether to call the repair n or have a family member 
repair it? 
4. If a large laundry had accumulated, who would b most 
likely to st rt doing it? 
5. Suppose the landlord were to raise the rent and you 
felt that you could not p y the new rate. Who would 
look for and choose a new place to live? 
6. Which of you is ore lik ly to suggest that your child 
should start going to bed earlier? 
7. Have you nd your mate discussed what you would lik to 
see your children do when they grow up? 
8. If one of your children were to a~k you both for per-
mission to go to a friend's home, who would be more 
likely to make the final decision? 
9. If your child were having some difficulty in reading 
class in school, who would most likely se k help for 
him? 
10. Whose discipline is most effective? 
11. Would you (your wife) be likely to suggest that your 
husband (you) change jobs? 
12. In planning to leav the hospit 1, did you (your wife} 
.exp~ct to re ume your (her) regular work (houaehold 
tasks)? 
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13. If there were some discussion about you (your wife) 
helping out with finances by wor ing, who would most 
likely make the final decision? 
14. If you (your hu band) were looking for a job and were 
offered s veral possibilities, would you (he) feel it 
necessary to consult your wife (you) before accepting 
one? 
15. If you (your husband) were not satisfied with your 
(his) job, would you (he) be likely to look for a new 
one? 
16. If your TV were to stop working, who would be ore 
likely to uggest that you need a new one? 
17. Does someone in the family plan how much money should 
be spent for food, clothing, or small household improve-
ments (&uch as n w bathroom curt ins)? If so, who? 
18. If your husband (you} were to lose his (your) job, who 
would be most likely to decid to s ek financi 1 
assistance? 
19. If both of you saw omething you would like to hav , 
which of you would most likely suddenly buy it? 
20 . Who would se that th payments on som such object as 
a new washing machin were complet d? 
21. Who i more likely to suggest that you invite friends 
over for an evening? 
22. Ar social or recreational activiti s ver pl nned for 
the entire family? If so, by whom? 
23. If you (your mate) were invited to a party, who would 
be more likely to d cide whether to go or not? 
24. Which of you is mor likely to start to get the family 
ready for Church on Sunday morning? 
r- ,-----
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APPENDIX D Continued 
25. If you both were appointed to a committee in some or- l ganization, which on would be more likely to follow I 
through with the project? : 
26. Would you (your mate) want your neighbors to know that I' 
you (he or she) had been in a mental hospital? Your I I (his or her) employer? 
27. Do you notice any difference in yourself (your mate) 
since you (he or she) have been in the hospital? If 
yes, do you think this is a perm nent change? 
28 . Would you say that mental illness is just like a phys· 
I 
teal illness? If not, how would you describe it? 
a . Where was your father born? Your other? 
1! b. How many people l i ve with you? How many rooms? 
c . How old are your children? 
d . What is your (your husband's) work? 
, 
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